This report is concerned with electrocardiographic findings in subjects with increased thickness of the left ventricular wall as determined by angiocardiography a,nd compares them with findings associated with left ventricular dilatation and a wall of normal thickness and with the common criteria of left ventricular hypertrophy.
Almost all such studies contain at least two implied assumptions. One is that heart weight and left ventricular weight can be substituted for thickness of the left ventricular wall. If depolarization spreads from endocardium to epicardium, weight alone cannot be used to correlate the electrocardiogram with left ventricular hypertrophy unless it is shown that weigh.t always varies directly with left ventricular wall thickness. Nor is it pernmissible to exclude hearts of normal weight if the left ventricular wall is hypertrophied. The second assumption that the thickness of the left ventricular wall at necropsy is identical with that during life is incorrect as even casual inspection of almost any angiocardiogram demonstrating left ventricular dis.ea.se will show. The left, ventricular cavity is almost always larger and the left ventricular wall thinner during life than at necropsy; at necropsy the heart is freed of the intraverLtricular pressure and of blood present during life. Further This report is concerned with electrocardiographic findings in subjects with increased thickness of the left ventricular wall as determined by angiocardiography a,nd compares them with findings associated with left ventricular dilatation and a wall of normal thickness and with the common criteria of left ventricular hypertrophy.
Material and Methods
The technic of biplane venous angiocardiography was used to opacify the left ventricle.8 Our files were searched for studies that showed the left ventricular cavity opacified late in diastole. Timing was determined by simultaneous. electrocardiog,rams when available or by choosing the simulta.-neous pairs of films that had the largest left ventricular cavities, the thinnest left ventricular walls, and the smallest left atria.
To the best of our knowledge, there are at presenit no standards for the normal angiocardiographic width of the left ventricular wall. Furthermore, a.ngiocardiography introduces a degree of distortion that varies from one institution to another because of differences in technic. In our few normiial subjects and in our many subjects with isolated mitral stenosis, the left ventricular wall is 0.9 cm. or less in width. It is of course possible that the left ventricular wall in mitral stenosis is thinner than normal. To avoid possibly questionable abnormalities, we have accepted only those studies that showed a left ventricular wall 1 cm. or thicker. Twenty-seven studies fulfilled these criteria.
The left ventricular wall varied from 1 to 3 cm. A direet-writing Canmbridge instrument and conventional n--thods of imeasurement were used. All upward deflections were measured from the bottom of the isoelectric line; all downward deflections from the top of the base line.
Results
Our data are presented in a series of tables in which they are analyzed in relation to the findings and criteria of the other investigators examined by Scott. these instructions, have been followed, we have never found the peak of R in V7 shorter in duration than that in V6. The fornier is usually slightly longer or of the same duration. Actually only three, or 6 per cent of Wada's normal subjects had an R in V7 of 0.05 second. It is. therefore highly probable tha.t the criterion for the normal of 0.05 second for qR in V6 iS too long.
All of our subjects with increased left ventricular wall thickness had the peak of R in V6 longer than 0.04 second, except for the four who had no q wave in the six precordial leads and in whom t,he technician failed to take leads to the left of V6. On 
